It is high time to recognise that there is one health only and start working towards providers of a comprehensive type of health care. Th ese should not, rely only on a somatic and psychiatric approach in case of comorbidity. Th ere are social networks and interpersonal relationships to consider as well. Health care and prevention of non-health should not be divided. A dichotomous division into the health of a body and soul is of little help to a person who would just like to get out of distress or get better or to get rid of his chronic pain or disease. For him or her, ways to their only health have accordingly only one end or aim and that is "Get healthy!" As we say in Slovenia, while a healthy person has thousands of diff erent wishes, the unhealthy one will only have one. 
MENTAL HEALTH AS A PART OF ONE HEALTH ONLY
Although the overall impact of mental health problems was largely underestimated in the past, mental ill health is getting recognised as a leading cause of disability 2 . In Europe depression is present in approximately every twentieth person every year. Mental ill health, particularly depression can even lead to suicide. This is, however, not the whole summary of the story. The mental ill health is also related to the somatic ill health. For example, back pain can be the consequence of mental health problems and, reversely, people suffering from a painful long-term chronic disease are more often affected by major depression than the general population. Furthermore, the mental ill health has serious repercussions on our wellbeing and on social, economic and educational aspects of our lives. In other words, evidence suggests an important role for the mental health in general health 3 . Even if the mental health is considered as a speciality on its own, it is the least specialized as it gets inter-related with health in a generalized way. Could the mental health, at least partly, account for changes in the somatic health in an individual who is getting better from his/ her somatic illness? Or the other way around, could the somatic health account for changes in somebody's mental health status? For example, the mental and somatic health are reciprocally connected in such a way, that changes in one automatically cause changes in the other. If so, perhaps it would be better to see it as one health only.
The aim of this article is to discuss the mental health as a part of one health only. Firstly, I will speculate that one person's ill health might be seen as different types of ill health because of a different expertise of the expert. Secondly, a possibility for measuring a degree of overall ill health will be suggested. Accordingly, the re-evaluation of some projects aiming at mental health improvements will be suggested; their effect on the somatic health and health in general may not have been taken into account. Finally, the movement from the mental health as one of the health determinants to the mental health as the main health indicator of the interplay between unpleasant life circumstances or events on one side and the quality of health care on the other will be suggested.
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A 47YEAROLD
When we have to deal with a person in distress (perhaps with a disorder or with an illness already), lets say with a 47-year-old married (with relationship problems) father (with worries about his children), employed (but at risk of being unemployed ), with a backache, without any motivation for everyday tasks, with some deep pain around his heart, with no libido, who sleeps when he sleeps, but does not really wake up rested as he used to, ... we might be asked to diagnose him. He has just recently stopped his regular physical activity but he has "improved" in terms of his drinking behaviour.
The diagnosis will of course not depend on his "clinical" picture but rather on the expert-at-hand's background: is she or he a medical doctor, specialized or not in some medical branch; is he or she a psychologist, sociologist, perhaps even an accountant? A psychiatrist will come to the conclusion that we are dealing with a mixed depressive-anxiety disorder, a psychologist will describe a neurotically characterised personality with interpersonal relationship problems and a sociologist will very likely elicit poor social network whereas a primary care family doctor will think of something along the line with a burnout syndrome. An orthopaedic surgeon will start to understand his lumbar pain. An accountant will notice that his papers are not in order and more taxes will have to be paid than the year before. A therapy will vary accordingly.
Without unnecessary exaggeration, his relative lack of optimal health will most likely be observed by relying on different methods and as such reported as different outcomes of poor health. These various reports are however representing one and only person and a gap between his current status and his perceived optimal health, the gap he is suffering from. What we usually do not appreciate is the interplay of the somatic and mental health on one side and the perception of poor health on the other 4 . Indeed, the gap between the currently unsteady state of our 47-year-old gentleman and his optimal health is probably described in different ways because of the underestimation of this interplay.
UNDERESTIMATION OF INTERPLAY BETWEEN SOMATIC AND MENTAL HEALTH
Lets imagine that we are not dealing with one of many cases in our epidemiological studies. If this was an epidemiological-method-free day, depressive disorders would be noticed more often in patients with a somatic illness than in those without it; a relation that has been outlined on many occasions so far DUŠEVNO ZDRAVJE (2009) 10 in brain infarction, cancer, Parkinson disease, myocardial infarction, diabetes, rheumatoid arthritis. etc. Moreover, up to one third of medical inpatients report mild to moderate symptoms of depression but do we notice them while not studying them specifi cally for their depressive state? Up to one quarter of patients attending their primary care or family doctor have a mental disorder and these tend to present with somatic symptoms only 5 .
They can only be seen as people with a somatic disorder; perhaps as people with comorbid depression in almost ideal world. In the best scenario, a liaison team will be formed to manage all comorbidity cases. However, their health will still be perceived as lacking in two different ways but not as a globally impoverished one and as such requiring a comprehensive way of putting it back together. The patients with somatic illness and depression have poorer levels of functioning and higher levels of mortality and morbidity compared to the patients with similar illnesses but without depression 6 .
Of course, health can be absent in a very isolated way. If this is extreme, a specialized care will be needed as soon as possible. In such cases a specialized background of the expert is of great help. However, health is more often lost in many ways or at least seen as lost from various perspectives requiring a comprehensive approach and not a specialized one. In distress one will only perceive a relative, short-term disequilibrium of health that remains inside the given quality of health. A disorder or an illness will on the other hand represent a qualitative change of the health status. Both quantitative and qualitative changes in general health are indeed measurable but they should not be measured by one approach only.
MEASURING A DEGREE OF OVERALL ILL HEALTH
Lets go back to our 47-year-old father. We could invite all outlined experts and asked them to provide their measurements of his ill health according to the standards of their speciality, e.g. a degree of back pain or to discuss hernia severity, a score on one of the scales measuring depression, a degree of emotional liability as part of his personality structure and a degree of poverty of his social network. Th e inter-relation of these measures should be taken into account during and aft er diff erent therapies. Each eff ective therapy will most likely have an eff ect on all aspects of health. Furthermore, would it be too daring to suppose that a comprehensive approach is the most infl uential one with a signifi cant impact on all measures of health?
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Th e re-evaluation of some projects aiming at mental health improvements will indeed be needed; their eff ect on the somatic health and health in general may not have been taken into account in the fi rst place. For example, lets ima gine a group of European researchers performing a mental health related project measuring changes in some mental health indicators aft er improving health services and introducing mental health promotion. Th ere is a chance that some of the eff ects on the overall health were not noticed as they were not measured in the fi rst place due to the underestimation of the interplay between the somatic and mental health and the perception of poor health. Or the other way around: the eff ect on the mental health as obtained by the somatically oriented projects has not been measured yet. Th e re-evaluation would be needed not only to support a past fi nancial decision but also to add to our knowledge the non-existence of a border between the somatic and mental health.
Furthermore, it might be a good time for public health experts to move from the mental health as one of the health determinants to the mental health as the main health indicator of the interplay between the unpleasant life circumstances or events on one side and the quality of health care on the other. Life events and circumstances are known to have a considerable eff ect on our health in general with the mental health being the most acutely responsive and as such the most sensitive one. As such, the mental health should be developed into a most sensitive health indicator indicating some possible eff ects of a diff erent quality of health care on one hand or life events and changed life circumstances on the other.
